Introduction {#sec1-1}
============

Visual impairment is among the disabilities that affect the Quality of Life (QOL) of individuals and their families. With the birth of a blind child parents, regardless of their period of life, feel the difference between their child and healthy children, and consequently, engage in negative emotions constantly.\[[@ref1][@ref2]\] When their children reach school age, the parents of the blind children face many challenges.\[[@ref3][@ref4]\] It has been observed that the mothers of these children have experienced fear, anger, and guilt, or have sometimes become an extreme supporter of their child, and have stress in various psychological and physical dimensions.\[[@ref5][@ref6]\] The total of these factors can reduce their Health-Related Quality of Life (HRQOL). Aras *et al*. reported a lower HRQOL in the parents of children with speech and hearing impairments compared to those with healthy children.\[[@ref7]\] In another study by Alwhaibi *et al*., with the aim of comparing the QOL of mothers of children with and without disabilities, it was found that mothers of disabled children required more social support and expert advice for the improvement of their QOL.\[[@ref8]\]

Given that, the psychological state of parents, especially mothers, is directly and indirectly influenced by the behavior and personality of their children and the supporting facilities of the environment in which they live, it seems very important to determine the HRQOL of mothers of blind children and whether the use of educational programs can make a difference in their QOL. A few interventional studies have specifically targeted mothers of visually impaired children. A study by Platje *et al*. showed that video-feedback intervention for the promotion of positive parenting increases the self-efficacy of parents of visually impaired children in supporting and comforting their child.\[[@ref9]\] In another study by Khooshab *et al*., parenting stress decreased significantly through Life Skills Training (LST) in mothers of visually impaired children.\[[@ref10]\] According to a study by Vonneilich *et al*., as high burden of care and high health risks are have a positive correlation in parents of disabled children, it is necessary to design suitable interventions to promote all domains of their HRQOL.\[[@ref6]\] The present study is the first study which was conducted on the effectiveness of a health-centered LST interventional program aiming at improving the HRQOL level of mothers of blind children.

According to the definition provided by the World Health Organization (WHO), life skills are abilities for adaptive and positive behavior, which enable individuals to effectively deal with the demands and challenges of everyday life, and are classified into three broad categories of thinking skills, social skills, and emotional skills. The United Nations Children\'s Fund (UNICEF), United Nations Educational, Scientific and Cultural Organization (UNESCO), and WHO have listed self-awareness, critical thinking, creative thinking, decision-making, problem solving, effective communication, interpersonal relationship, empathy, coping with stress, and coping with emotion as the 10 main life skills. Health Centered Life Skills Training (HCLST) program is a new approach to LST that focuses directly on individual\'s physical and psychological health, health beliefs, self-care behaviors, and healthy lifestyle, and links these concepts to the 10 main components of LST. Therefore, it can be a comprehensive training program for enhancing health in the community. HRQOL has two main domains of physical and emotional health that are directly related to the components of the HCLST program.

The purpose of this study was to investigate the effectiveness of the HCLST program on HRQOL in mothers with visually impaired children. We hypothesized that HCLST can help mothers to enhance their HRQOL through learning 10 life skills in addition to a healthy lifestyle, in accordance with the culture of the target population as one of the important roles of community health nurses in educating health factors to the vulnerable groups in community.

Materials and Methods {#sec1-2}
=====================

This nonblinded, randomized, controlled trial approved by Shiraz University of Medical Sciences, Shiraz, Iran, started in 2014 and ended in 2015. The study was registered in the Iranian Registry of Clinical Trials with the registration number of IRCT201405147531N6. The participants were selected from among the mothers who had enrolled their blind children in Shoorideh Shirazi Educational Boarding Complex for the Blind, using convenience sampling method. Out of the total number of students enrolled in this center (*n* = 92), the mothers of 40 students were not included in the study based on the exclusion criteria; not living in Shiraz (35 individuals), attending other LST courses (1 person), and taking psychiatric drugs under the supervision of a physician (4 people). The remaining 52 mothers were entered into the study and randomly divided into intervention and control groups (26 in each group) using balanced block randomization (block size = four individuals).

The inclusion criteria were having at least one blind child aged 7 to 12 years, residing in Shiraz, having the ability to attend the training sessions and complete the questionnaire, having no history of participation in LST courses, and having no mental/psychiatric illness based on the doctor\'s diagnosis or taking no psychiatric drugs (based on the mother\'s self-report). The exclusion criteria included missing more than 2 sessions of the intervention, and not being willing to continue to contribute to the research.

Data were gathered using a demographic questionnaire, a checklist of the clinical characteristics of blind children, and the Short Form (SF-36) Health Survey. The demographic questionnaire included questions about the mother\'s age, marital status, education level, occupation, and history of using psychiatric drugs, number of children, number of blind children, and history of taking part in LST programs.

The clinically blind child characteristic checklist included questions about the blind child\'s sex, age, educational level, birth rank, and type, severity, and cause of blindness. The SF-36 Health Survey examines 8 separate aspects of health in 8 subdomains and 2 main physical and emotional health domains.\[[@ref7]\] The physical health domain includes physical functioning, physical role limit, bodily pain, and general health. The emotional health domain includes emotional role limit, energy and fatigue, emotional wellbeing, and social functioning. The questioner is appropriate for self-administration by people aged 14 years or more. All 36 questions are answered based on a Likert scale, and the total score of the questionnaire ranges from 0 to 100. Montazeri *et al*. evaluated its reliability using internal consistency and showed that the Cronbach\'s alpha coefficient of all eight scales of the SF-36 ranged from 0.77 to 0.90.\[[@ref11]\] Its validity was estimated through known groups\' comparison and convergent validity.\[[@ref11]\]

After obtaining informed written consent forms from the participants, the questionnaire was distributed among them. The questionnaire was completed by two groups before the intervention, after five consecutive 2-h educational sessions in 5 weeks and 3 months after the intervention. A team of faculty members of Shiraz Nursing College and a MS community nursing student implemented the education program. The objectives and content of the sessions are presented in [Table 1](#T1){ref-type="table"}, which are derived from the guidelines of the WHO and UNICEF.\[[@ref12]\] Training methods and tools used included lectures, group discussions, PowerPoint slides, video projectors, role playing, and booklets and CDs. The participants before the intervention completed the questionnaires, immediately after the intervention, and 3 months after the intervention. Because of the possibility of information being exchanged between the control and intervention groups, the intervention group was asked not to transfer the content to the control group.

###### 

Contents of the training sessions

  Main Titles                                                                                                                              Sessions
  ---------------------------------------------------------------------------------------------------------------------------------------- ----------
  The concept of self-awareness, emotional intelligence, self-esteem, self-knowledge exercises, and achieving inner peace                  First
  The mechanism of anger, the effect of anger on physical and mental health, Exercises to counteract negative emotions and control anger   Second
  Stress and its types, impacts of stress on physical and mental health, stress management exercises, healthy lifestyle                    Third
  Decision-making skills, problem solving, critical thinking, creative thinking, and using them in parenting blind child                   Forth
  Effective communication, empathic relationships, how to have an effective and empathic relationship with a the blind child               Fifth

Data were analyzed in SPSS software (version 21, IBM Corporation, Armonk, NY, USA). Descriptive analysis statistical methods including mean, standard deviations, and frequency were used to present data. As each group contained 26 participants, the nonparametric Mann--Whitney test was used to compare mean scores of HRQOL and its two main domains of physical and mental health between the groups. Analysis of Repeated Measure test was also used to compare mean scores in each group through time. For demographic data, Chi-square, Fischer\'s exact test, and Mann-Whitney test were used. The statically significance level was set at α \< 0.05.

Ethical considerations {#sec2-1}
----------------------

The participants were provided with explanations on the study objectives and informed written consents were obtained from them. They were ensured of the confidentiality of their information and the topics were presented to the control group at the end of the study. The ethics committee of Shiraz University of Medical Sciences approved the study on the target population in 2014 (the ethics committee approval code: CT93767006).

Results {#sec1-3}
=======

The mean (SD) age of the mothers was 34.85 (6.20) years and 35.69 (6.25) years and mean (SD) age of the children was 9.08 (1.52) and 8.85 (1.43) in the intervention and control groups, respectively. Fischer\'s exact test and Chi-square test showed no significant difference between the intervention and control groups in terms of demographic qualitative data \[[Table 2](#T2){ref-type="table"}\]. Independent *t*-test indicated that the two groups were not different in terms of the child and mothers\' mean age.

###### 

Frequency distribution of demographic variables in the intervention and control groups

  Variable                                   Intervention Group N (%)   Control Group N (%)   *p* \*       
  ------------------------------------------ -------------------------- --------------------- ------------ --------
  Mothers' marital status                    Married                    25 (96.20)            24 (92.30)   \>0.99
  Divorced                                   1 (3.80)                   2 (7.70)                           
  Mothers' level of education                Primary                    5 (19.30)             4 (15.40)    0.56
  Lower secondary                            7 (26.90)                  6 (23.10)                          
  Upper secondary                            6 (23.10)                  7 (26.90)                          
  Diploma                                    7 (26.90)                  7 (26.90)                          
  University degree                          1 (3.80)                   2 (7.70)                           
  Mothers' job                               Occupied                   2 (7.70)              2 (7.70)     \>0.99
  Housewife                                  24 (92.30)                 24 (92.30)                         
  Number of all the children in the family   ≤3                         20 (76.90)            19 (73.10)   0.75
  \>3                                        6 (23.10)                  7 (26.90)                          
  Number of blind children in the family     1                          23 (88.50)            23 (88.50)   0.54
  ≥2                                         3 (11.50)                  3 (11.50)                          
  Gender of blind child                      Male                       14 (53.80)            14 (53.80)   \>0.99
  Female                                     12 (46.20)                 12 (46.20)                         
  Cause of blindness                         Congenital                 12 (46.20)            16 (61.50)   0.26
  Noncongenital                              14 (53.80)                 10 (38.50)                         
  Birth rank of the blind child              First-born                 14 (53.80)            10 (38.50)   0.27
  Second or more                             12 (46.20)                 16 (61.50)                         
  Severity of blindness                      Totally Blind              15 (57.70)            11 (42.30)   0.40
  Severe visual impairment                   6 (23.10)                  7 (26.90)                          
  Moderate visual impairment                 5 (19.20)                  8 (30.80)                          

\*Chi-square test

There was no significant difference between the groups in terms of total mean score of HRQOL before the intervention; however, it increased significantly immediately (Z = −5.73, *p* \< 0.001) and 3 months (Z = −5.84, *p* \< 0.001) after the intervention in the intervention group. Such statistically significant enhancement in the mean scores of HRQOL was observed in both physical health (Z = −3.61, *p* \< 0.001) and emotional health (Z = −6.19, *p* \< 0.001) domains.

Comparison of the two groups using Mann-Whitney test showed that total scores of HRQOL and its domains were not significantly different before the intervention, but were significantly different immediately and 3 months after the intervention (*p* \< 0.001) \[[Table 3](#T3){ref-type="table"}\]. Intragroup comparison using Analysis of Repeated Measure tests showed that the mean total scores of HRQOL and its domains (physical and emotional health) changed significantly immediately and 3 months after the intervention in the intervention group (*p* \< 0.001). However, they did not change significantly in the control group. After the intervention, the mean total HRQOL in the intervention group increased significantly (F~1,25~=3951.96, *p* \< 0.001) compared to the control group (F~1,25~=691.37, *p* = 0.52). Moreover, the mean score of the physical health domain increased significantly in the intervention group (F~1,25~=1376.84, *p* \< 0.001) compared to the control group (F~1,25~=401.57, *p* = 0.49). The mean score of the emotional health domain also increased significantly in the intervention group (F~1,25~=5951.84, *p* \< 0.001) compared to the control group (F~1,25~=469.99, *p* = 0.78).

###### 

Intergroup comparison of intervention and control groups in terms of mean total score of HRQOL ‎and its domains before, immediately after, and 3 months after the intervention

  Variable                               Time                      Mean (SD) Group   Z               Mann--Whitney U   *p*       
  -------------------------------------- ------------------------- ----------------- --------------- ----------------- --------- ------
  Total health related quality of life   Before the intervention   49.16 (8.85)      51.91 (11.01)   −1.00             283.50    0.32
  CI                                     (45.59, 52.74)            (47.46, 56.36)                                                
  Immediately after the intervention     79.35 (6.82)              51.44 (10.01)     −5.73           25.00             \<0.001   
  CI                                     (76.60, 82.11)            (47.40, 55.49)                                                
  3 months after the intervention        78.19 (6.38)              52.07 (9.95)      −5.84           19.00             \<0.001   
  CI                                     (75.62, 80.77)            (48.05, 56.09)                                                
  Physical Health domain                 Before the intervention   28.08 (6.42)      28.76 (7.77)    −0.20             327.00    0.84
  CI                                     (25.48, 30.67)            (25.63, 31.90)                                                
  Immediately after the intervention     34.12 (5.72)              28.23 (7.26)      −3.61           141.00            \<0.001   
  CI                                     (31.80, 36.43)            (25.30, 31.16)                                                
  3 months after the intervention        32.21 (5.34)              28.42 (7.15)      −3.91           124.50            \<0.001   
  CI                                     (33.05, 37.37)            (25.53, 31.31)                                                
  Emotional Health domain                Before the intervention   21.10 (4.92)      23.15 (6.49)    −1.09             278.50    0.28
  CI                                     (19.11, 23.09)            (20.53, 25.77)                                                
  Immediately after the intervention     45.24 (2.96)              23.55 (5.78)      −6.19           0.00              \<0.001   
  CI                                     (44.04, 46,43)            (21.21, 25.88)                                                
  3 months after intervention            42.98 (4.24)              23.65 (5.46)      −6.13           3.00              \<0.001   
  CI                                     (41.27, 44.69)            (21.44, 25.85)                                                

HRQOL=Health-related quality of Life, SD=Standard deviation, CI=Confidence interval

Discussion {#sec1-4}
==========

The results indicated an increase in the mean total score of HRQOL in the intervention group immediately and 3 months after the intervention. However, no significant difference was found in the control group at those times. This result is in line with that of a study by Khooshab *et al*. that showed LST can reduce the parenting stress score of mothers of blind children.\[[@ref10]\] Furthermore, it is consistent with the researches by Abbasi *et al*.\[[@ref13]\] and Kakavandi *et al*.\[[@ref14]\] on the effect of LST on the mean score of QOL of the mothers of children with down syndrome and deaf children, respectively. This finding is also consistent with that of a study by Sherwood *et al*. on the effectiveness of these training sessions on the QOL of patients with heart failure.\[[@ref15]\] Generally, the training process changes the parents\' attitudes, beliefs, and habits; Grey *et al*. showed that these concepts changed through enhancing coping skills of parents of diabetic children through coping skills training.\[[@ref16]\]

The results of the present study showed that the training program has influenced the physical and emotional health (two main domains of HRQOL) of the participants, which is in line with the results of other studies and systematic reviews about the effectiveness of LST program.\[[@ref17][@ref18]\] Psychological training helps the parents use their resources and abilities to solve their problems effectively.\[[@ref19][@ref20]\] Seemingly, learning the skills of self-awareness, controlling of negative emotions, and appropriate communicating techniques will increase the accountability of mothers regarding their self-efficacy and eventually their self-care skills. According to the study of Ramezani and Mazraeh, the LST program can result in happiness, life satisfaction, higher self-steam, social development, and emotional adjustment in different populations.\[[@ref21]\] Each of these components can be an effective factor in the enhancement of the emotional and physical dimensions of the HRQOL.

According to several studies, training of skills such as self-awareness, coping with negative emotions, and stress management can lead to resilience in parents of children with chronic health conditions and disabilities, and LST can increase their psychological capacity.\[[@ref22][@ref23]\] The LST program can lead to an increase in the ability of individuals to meet their role expectations and face the difficulties of life in an effective and adaptive way\[[@ref24][@ref25]\]; thus, the parents\' group training seems to be an effective intervention. The intervention group participants had similar problems (having a blind child); thus, they could use each other\'s experiences to solve their problems and find their strong and weak points.

Through acquiring effective communication skills and compatibility with emotions and empathy skills in LST, people learn to communicate more effectively with their family and manage their emotional states.\[[@ref26]\] In acquiring critical thinking, creative thinking, problem-solving, and decision-making skills, one learns how to organize his/her thinking systematically to solve problems.\[[@ref27]\] Sobhi-Gharamaleki and Rajabi have shown that these skills can positively affect one\'s mental health and self-esteem.\[[@ref28]\]

The mean total score of HRQOL in the intervention group was significantly higher than in the control group 3 months after training, which indicates the persistence of the effect of training during this period. Therefore, it is recommended that this program be used in consultation centers and exceptional children protection organizations. There were two limitations in this study; the effect of individual characteristics of the participants on the level of learning and the way of completing the questionnaires.

Conclusion {#sec1-5}
==========

The health-centered LST program improved HRQOL in mothers of blind children. This program may help them to face their problems more efficiently through enhancing their skills of physical and emotional self-care and self-control in most aspects of their life. Therefore, this program is introduced as an effective technique for the improvement of HRQOL in mothers of blind children. It is recommended that future studies be conducted with a larger sample size, in other parts of Iran, and in other family members of blind children (for example among fathers).
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